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P hiliPPine Journal of otolaryngology-head and neck Surgery masses showed no obvious communications with each other and with the pyriform sinus and laryngeal ventricle. There was no tumoral encasement of the vessels and cervical trachea or evident invasion of vascular structures.
A month after resolution of the infection, the patient underwent surgery. Intraoperatively, there were 2 masses observed, the first mass more superficial located anterior to the SCM and upon further exploration there was a bottle-neck narrowing and another cystic structure located deep to the right SCM. (Figure 3 ) The excised mass was composed of 2 cystic structures attached to one another that still appeared to have different compartments. (Figure 4 ) The second cyst was followed superiorly until the upper jugular region at the level of the body of the mandible ending in a blind sac. No further exploration was done and no dye was infiltrated into the cyst or tract.
Histopathologic studies showed a cyst wall lined with squamous cells. (Figure 5 ) Higher magnification showed the inner lining with lymphoid aggregates and possible chronic inflammation as evidenced by infiltration of mononuclear cells. (Figure 6 )
On latest follow-up 1 month post-operatively, the patient had good wound healing with no persistent draining sinus. can be used to follow the tract but is not absolutely necessary. 10 Other methods may be used to follow the tract such as injecting methylene blue dye placing a catheter or using a wire probe on the external opening. 11 Our patient presented with a cyst that ended in a blind pouch at the level of the mandible and a tract could no longer be appreciated. Unusual presentations of such conditions may pose intraoperative surgical challenges and good preoperative evaluation as well as detailed imaging is necessary to ensure the complete and safe removal of this congenital mass.
DISCUSSION
Branchial cleft anomalies are congenital epithelium-lined cysts theorized to result from entrapment of elements of the cervical sinus of His. 1 Clinically, they can present as a non-painful, fluctuant and single mass identified at birth or as late as adulthood when the mass becomes infected and forms an abscess during episodes of URTI. 1, 4 These factors were noted to be consistent with our patient's case where the reason for consult was an abrupt increase in mass size due to an infection.
There are four known types of this condition, the second branchial cleft anomaly being the most common 4 comprising more than 90% of all branchial cleft anomalies. 3 On physical examination, they appear as masses located anterior to the SCM at the below the mandible. 4 The fistulous forms of this type extend from an external opening in the anterior neck coursing superiorly in between the in between the internal and external carotid arteries then travels up the level of the tonsillar fossa. 5 Radiologic evaluation of this condition includes ultrasonography, CT scans and magnetic resonance imaging (MRI). 1 The contrastenhanced CT scan of our patient identified 2 separate cystic masses. Histopathologic studies that showed epithilium-lined cysts are also consistent with the diagnosis.
Our patient presented with an infected second branchial cleft cyst. Recommended management consists of initial antibiotics followed by definitive surgery. The entire tract must be explored and removed to prevent recurrences. 3 On surgical excision the mass was noted to have a dumbbell-shaped appearance with two (2) cystic structures connected by a tubular structure. Three other studies also reported similar presentations--a double second branchial cleft cyst by Muñoz-Fernández et al., 6 a dumbbell -shaped 4th branchial cleft cyst by Kim et al. 7 and two more cases of multiple branchial clefts reported in a study of 284 cases by Hu et al. 8 The definitive treatment for branchial cleft anomalies is surgical excision ideally up to the level of the tonsillar fossa.
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